The reported association between sarcoidosis and malignancy has relevance both to the diagnosis of the cause of lymphadenopathy and possibly also to the prognosis of the malignant disease. A case is reported in which mediastinal lymphadenopathy due to noncaseating epithelioid granulomata caused diagnostic difficulty in the staging investigation of a patient with malignant testicular teratoma.
Introduction
Sarcoidosis is associated with a number of immunological abnormalities including depression of T-lymphocyte numbers and activity (Loehnen, Deremee and Tomasi, 1976) , and thus immune surveillance theory (Burnet, 1957) might suggest a predisposition to neoplasia. Analysis of the Danish Cancer and Sarcoidosis Registries during the period 1962 to 1971 has confirmed an increased incidence of lymphomas occurring within 4 years of the diagnosis of sarcoidosis and has suggested an association between sarcoidosis and lung cancer (Brincker and Wilbek, 1974) . Malignant lymphomata occurred 11 times, and lung cancer 3 times-more frequently than expected. A complicating factor in diagnosing this association is that 'sarcoid-like reactions' have been observed in patients with a variety of neoplastic disorders (Nadel and Ackerman, 1950; Brincker, 1972; O'Connell et aL, 1975 (Peckham et al., 1981) and therefore a mediastinal lymph node biopsy was performed at left thoracotomy in June 1979; this showed non-caseating epithelioid granulomata compatible with sarcoidosis.
The patient was therefore treated for Stage I malignant teratoma with a protocol involving paraaortic and ipsi-lateral pelvic node irradiation and, during the following 6 months, staging investigations remained normal. Subsequently, in February 1980, the patient became acutely ill with fever, weight loss, dysphagia, dyspnoea and an unproductive cough. Examination revealed evidence of mild superior vena caval obstruction and the chest X-ray showed a right paratracheal mass and a 2 cm rounded opacity in the left lung field above the hilum (Fig. 2) was rapid and almost complete regression of both the right paratracheal mass and the left lung opacity (Fig. 2) 
Discussion
This case illustrates the possible hazard of ascribing guilt-by-association in the diagnosis of the cause of lymphadenopathy. The patient developed mediastinal lymphadenopathy on 3 occasions and on each occasion it was suspected this was caused by metastasis from his malignant testicular teratoma. Pathological examination of mediastinal lymph nodes was performed on the first and third time this lymphadenopathy was detected and non-caseating epitheloid .U lO9 group.bmj.com on November 7, 2017 -Published by http://pmj.bmj.com/ Downloaded from granulomata were revealed. Since the third occasion that lymphadenopathy developed followed successful treatment of teratoma relapse, it is unlikely to represent a reaction to adjacent malignancy. On the second occasion lymphadenopathy developed there was strong clinical evidence for relapse of teratoma with a raised alphafetoprotein and a rounded opacity in the left lung field. Appropriate chemotherapy was instituted with rapid response in both the left lung field and mediastinum.
Both malignant teratoma and the majority of other malignancies may relapse without production of a tumour marker substance, and thus, short of node biopsy relapse, may be difficult to distinguish from the development of sarcoid-like lymphadenopathy. Sarcoidosis may be suggested by the finding of typical granulomata on biopsy of distant sites such as the liver, or by a positive Kveim test. Recently, serum angiotensin-converting enzyme (SACE) activity has been found to be a useful marker of sarcoidosis (Studdy et al., 1978) , though this test is not entirely specific and raised SACE activity was also found in 4% of controls, 2 out of 5 patients with Hodgkin's disease, 14% of patients with primary biliary cirrhosis and 9% of patients with active tuberculosis. SACE activity has not been analysed in patients with the sarcoid-like lymphadenopathy associated with malignant disease, and in any event a high value in conjunction with lymphadenopathy would not exclude concomitant relapse of the malignancy.
The significance of non-caseating epithelioid granulomata in malignant disease has been most intensively analysed in the context of the pathological staging of Hodgkin's disease at laparotomy (Bagley et al., 1972; Abt et aL, 1974; O'Connell et al., 1975 
